Haemovigilance is an important method for the surveillance of adverse events. The UK Serious Hazards of Transfusion (SHOT) scheme was set up in 1996 and collects adverse events resulting from the transfusion of blood and its components. The information collected is presented at an annual symposium and published in report form, and has resulted in several changes in blood transfusion practices -in the blood services at donor collection, within hospital laboratories and at the patient's bedside -resulting in improved safety and a reduction in serious events and deaths. SHOT reporting has stimulated many other initiatives, such as national transfusion audit and education strategies, endorsed by the government in order to reduce harm and increase transfusion safety.
'Haemovigilance' is defined by the International Haemovigilance Network (IHN) as 'a set of surveillance procedures covering the whole transfusion chain, from the collection of blood and its components to the follow-up of recipients, intended to collect and assess information on unexpected or undesirable effects resulting from the therapeutic use of labile blood products and to prevent their occurrence or recurrence'. 1 An international agreement on the definition of non-infectious adverse transfusion reactions was reached in 2006, and proposals have recently been published. The Serious Hazards of Transfusion (SHOT) scheme was introduced in the UK as a confidential haemovigilance scheme in 1996. Many different groups and organisations have some part in the transfusion process, and SHOT reporting has stimulated both new initiatives from and increased collaboration between these partner groups. SHOT is affiliated to the Royal College of Pathologists and is overseen by a steering group, which has wide representation from the UK Royal Colleges and professional bodies as well as from speciality groups involved in blood transfusion. SHOT is independent and professionally led. SHOT analyses data collected over 12-month periods, presenting the results at a national symposium and publishing annual reports (available at www.shotuk.org). The scheme is funded by the four UK blood services (England, Scotland, Wales and Northern Ireland) and is now managed by a team based in Manchester. Initially, hospital haematologists and blood banks participating in the UK national quality assurance scheme for serology were invited to cooperate. When events were reported, a detailed questionnaire was sent out. Since January 2010, the reporters use a web-based system, which is easier for both users and analysts.
Reports are reviewed by a clinical incidents specialist or a laboratory incidents specialist, who can then make further enquiries as indicated to ensure that the events are fully reported and appropriately classified.
The focus at SHOT has always been on patient safety, therefore report categories include events that put the patient most at risk, particularly 
Improving Safety by Improving Training and Competence Assessment
Early reports identified a significant number of preventable errors 7 and cumulative reporting shows that about 50 % of events are avoidable (see SHOT collects incidents where patients have received the wrong component. This puts patients at risk of serious events, particularly that of receiving a wrong transfusion. The most serious of these risks is an ABO incompatibility, which may cause death or severe morbidity.
Death or serious harm as a result of the inadvertent transfusion of ABO-incompatible blood components was included in the Department of Health's 'never events' list in 2011/12. 3 A guideline for safer handling and administration was developed by the BCSH. 8, 9 Hospitals were encouraged to set up transfusion committees. 10 The Department 
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SHOT reporting also informs the National Comparative Audit of Blood Transfusion programme (www.nhsbtaudits.co.uk). This aims to look at the quality of the administration of blood to patients and also at the practice of prescribing blood and blood components against national standards (e.g., as set out in the BCSH guidelines 8, 9 ), which have demonstrated variations in practice and further areas for improvement.
Links to European Legislation
In 2005, the EU blood safety and quality regulations became law in the UK, and the competent authority managing this is under the Medicines and Healthcare products Regulatory Agency (MHRA). 16 The law requires reporting of any adverse events related to process failure in the quality management systems within blood establishments or in hospital blood banks, but adverse events relating to clinical incidents are only collected by SHOT. There is some overlap and we are currently working to harmonise the reporting systems for hospitals. Many countries now have haemovigilance schemes and are collaborating under the umbrella of the IHN (which has a wesbite that can be found at www.ihn-org.com).
The IHN promotes the exchange of information and collaboration in order to standardise definitions and promote benchmarking, and organises an annual symposium. Originally set up within Europe, the IHN now has a wide range of national members from across the world.
Emerging Issues
In recent years, there has been an increase in reports of TACO. This is a particular risk in the elderly and where transfusions are not appropriately monitored. Similarly, instances of inappropriate and unnecessary transfusion may be caused by acting on wrong results (due to wrong sample; unrecognised clotted sample; transcription errors; use of inappropriate point-of-care machines, including blood gas analysers that have not been quality-assured for this purpose, or mistaken use of blood glucose machines to measure haemoglobin) or poor management of iron deficiency. There is concern about timely and adequate transfusion in cases of major haemorrhage, since patients may die. The NPSA has published a 'rapid response report', The transfusion of blood and blood components in an emergency, 17 which mandates reporting of life-threatening delayed or under-transfusion to SHOT.
Conclusion
The overall outcome of all this cooperative activity -collection of data and publication of recommendations by SHOT, followed by actions recommended and mandated by the departments of health and other national bodies -has been a marked increase in the number of events reported but a reduction in deaths and serious morbidity for patients. n
